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Insulin injections and
infections
Patients with diabetes develop abscesses in the thighs attribut-
able to their insulin injections remarkably rarely. We recently
reported the case of a woman in whom the cause was found to
be an atypical Mycobacterium chelonei var abscessus.1 The
patient used a glass syringe and disposable needles, which were
used only twice but stored on the syringe in a hypochlorite
solution (probably inactive as she often prepared it with
boiling water, which would have driven off the chlorine). The
moist environment for the syringe would have favoured the
growth of mycobacteria.
The main protection from insulin injection abscesses is the

addition of 0-15% metacresol and 0.06% phenol to insulin.
These additives are effective in preventing growth of Staphylo-
coccus aureus inoculated into phials of insulin at up to 106
colony-forming units per phial and then incubated for up to
48 hours.2 Studies in human volunteers have shown that a
minimum dose of 75 x 106 Staph aureus needs to be injected
intradermally to produce an abscess.3 This is a far heavier
contamination than has been reported to occur naturally.4 For
instance, Koivista and Felig4 found that the highest value on
uncleaned human skin was 2x 104/Cm2. Nevertheless, poorly
controlled diabetics have been shown to be more susceptible
than non-diabetics to such infections.5
Most diabetics are asked to keep their glass insulin syringes

in industrial methylated spirit, which has to be evaporated by
pumping the syringe before the insulin is drawn up. Though
"surgical" spirit sounds more appropriate than "industrial"
spirit for keeping an insulin syringe in a safe condition, in fact
the opposite is true. Leigh and Hough6 described the case of a
woman whose chronic abscesses at her injection sites were
attributable to the use of surgical spirit for two years.
"Surgical" as opposed to "industrial" spirit contains additives
such as castor oil, methyl salicylate, and diethylphthalate, which
are local irritants and leave an oily residue when the alcohol
evaporates.

Recent experience with repeated use of dry plastic syringes
has been encouraging with regard to safety, speed, and the
small dead space (which reduces wastage of insulin left in the
nozzle of the syringe). Bloom and his colleagues7 found no
evidence of bacterial contamination of plastic syringes used
repeatedly for up to two months and kept between use in a
domestic refrigerator. Hodge and his co-workers2 were

equally encouraging on the basis of their experience in the
United States. If such syringe-needle units are used for an
individual diabetic and the caps replaced over the needle and
plunger after use they seem safe when reused without chemical
sterilisation until the needles get blunt or deformed or the
markings wear off the syringe barrel. Provided they are kept
dry syringes would not provide conditions favourable for the
growth of mycobacteria. Such syringes are small to carry, easy
to use, waste little insulin, and economic if not discarded after
a single use (as the manufacturers recommend). No reports
have yet appeared to suggest that such practice is bacterio-
logically unsafe. Now that agreement has been reached in
Britain that it would be advantageous to change over from 20,
40, and 80 unit insulin to the new 100 unit strength, it will be
an opportunity, when this change is effected, for more of the
large population of insulin users to start to use plastic syringe-
needle units at a relatively low cost.
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Ten years of ASH
Action on Smoking and Health (ASH) is now ten years old.
Set up in 1971 under the auspices of the Royal College of
Physicians as a pressure group to limit the harmful effects of
smoking, it has fought hard in what has sometimes been a
savage battle by supplying information to the public, doctors,
media, and politicians. Some progress has been made, but
much remains to be done.

Initiated by doctors, ASH, which has a full-time staff of
only five, still has a governing council that is half doctors and
is proud of its "medical backbone." Most of its money comes
as a grant from the Government, but it is an independent
charity and has a freedom that many antismoking departments
sponsored by foreign governments do not have. David
Simpson, the present director, does think, however, that a
British Government unit devoted entirely to dealing with
smoking problems could do useful work that cannot be done
either by ASH or the Health Education Council.
What has ASH achieved in the past ten years? The

percentage of smokers has dropped from 520% of men and
41 % of women in 1972 to 45% of men and 37% of women in
1978. This is, however, a much less dramatic drop than that
achieved in some other countries-the United States, for
example-and the number of cigarettes smoked per smoker
has actually increased (although the average tar yield per
cigarette has decreased). More importantly, attitudes have
changed in those ten years: now that most people in Britain
do not smoke it is slowly becoming thought normal not to
smoke; most of those who do smoke mean to give up; the
amount of no-smoking accommodation in trains, planes, and
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public places is increasing; and even smokers are in favour
of further restrictions on smoking. ASH cannot, of course,
claim all the credit for this, but its constant production of
high-quality information and its many initiatives such as the
"butt of the month" award for outstanding services to national
ill health cannot have done anything but encourage change.
Much of ASH's work has been more directly political: it

wants the Government not just to ban tobacco advertising
but to adopt a total antismoking strategy. This would mean,
for instance, that the Government would not permit tobacco
company sponsorship of sporting and cultural events; would
refuse grants for building cigarette factories; would encourage
insurance companies to offer lower life insurance premiums
to non-smokers; and would discourage the activities of tobacco
companies in the Third World. Advertising, however, has been
the main issue of the past decade. ASH argues that only a
combination of a total ban on advertising and other Govern-
ment programmes against smoking can have the necessary
impact. Evidence from Norway and Finland, both of which
have enacted comprehensive antismoking legislation, shows
that smoking has fallen in both countries since the Acts were
passed. Most encouraging are the figures that show that 190%
of Finnish 14-year-olds smoked in 1973 as opposed to 8% in
1979, one year after the Act.
Sponsoring full-scale research has been beyond the budget

of ASH, but it has made new contributions to knowledge
about smoking. It has used opinion polls to show that smokers
tend to underestimate severely the risk they incur from
smoking. In 1975 another survey commissioned by ASH
showed that over 800% of tobacconists were selling cigarettes
to under-age children. Last year ASH set up a research
committee to identify gaps in knowledge about smoking, and
already it has made suggestions for further studies.
Where should ASH go now? Essentially it must continue

to do more of what it does already; even if the Holy Grail of a
Government doing its utmost to stop smoking is achieved
there will still be a role for ASH-researching, providing
accurate information, and working with individuals. More
likely in the short term, however, is a Government policy that
is halfheartedly antismoking-one that bans advertising but
permits sponsorship, for instance-and so ASH's political
activities will have to continue. One line that ASH has not as
yet pursued with all its energy is the campaign to increase the
amount ofsmoke-free space in places ofwork, pubs, restaurants,
and any public place. Up until now the policy of always
arguing from solid evidence has restricted their campaign,
but the recent major paper showing increased mortality from
lung cancer in non-smokers passively exposed to tobacco
smoke (17 January, p 183) must give ASH the ammunition
it needs. There is now no excuse for British Rail to persist
with carriages that are half smoking and half non-smoking,
and the British Airports Authority should be compelled to
stop people smoking in non-smoking areas. Also the Health
and Safety Executive, which has been slow to give advice
on limiting smoking in the workplace, should begin to act on
this issue.
Over the last 150 years doctors have played prominent parts

in several major preventive health campaigns-for better
sanitation, cleaner air, and cleaner water, for instance-but
the fight against smoking has proved one of the most bitter.
There are, however, equally difficult battles ahead; and one
which will be closely analogous to ASH's campaign will be
that to limit the damage done to the public health by alcohol.
Those arming themselves for these struggles can learn a
great deal by studying the activities of ASH.

Co-ordination of trials in
breast cancer
In 1977 a committee was set up to co-ordinate trials of
treatment of breast cancer, working under the auspices of the
Cancer Research Campaign, the Medical Research Council,
and the Imperial Cancer Research Fund.' Its main aims were
to promote co-ordination and collaboration among those
centres conducting breast cancer trials; to disseminate
information; and to establish formal links with other bodies
with similar aims in Europe and North America. Since then,
the committee has been formally adopted as a subcommittee
of the Co-ordinating Committee on Cancer Research, which
in turn facilitates the exchange of information among the
Cancer Research Campaign, Medical Research Council, and
Imperial Cancer Research Fund.
The Breast Cancer Trials Co-ordinating Subcommittee has

recently issued its first news bulletin.2 Its activities have
included a series of minisymposia on the organisation of
trials, the management of preinvasive cancer and premalignant
change, and proposals for a trial of local management by
primary radiotherapy alone.
The subcommittee reports considerable variation in the

structure of those centres conducting trials, which may be
organised on a multicentre, regional, or local basis. While
generally favouring a regional organisation, the subcommittee
sees its task as promoting collaboration among these trial
centres, and it recognises the sense of building on an existing
structure. It does not see the need to establish a central data-
processing unit, such as in the centre in Brussels run by the
European Organisation for Research on the Treatment of
Cancer.
The subcommittee arranged a discussion between surgical

and pathological representatives of the four major centres
participating in the national study of the effectiveness of
screening for breast cancer (Edinburgh, Guildford, Hudders-
field, and Nottingham). This was concerned with the manage-
ment of in-situ non-invasive malignant and premalignant
lesions of the breast-which should now be being discovered
by mammographic screening. The subcommittee found
considerable variation in the methods of management, varying
from local excision of the lesion to bilateral mastectomy. A
controlled trial comparing mastectomy with local excision
would be of interest, but a review of likely numbers indicated
that this would not be feasible. Long-term follow-up studies
are needed to define the clinical course of these conditions.

"Breast conservation"-the treatment of breast cancer by
local excision and primary radiotherapy-is now being
practised in several centres. The subcommittee considers
that a random comparison of this method of treatment with
orthodox mastectomy is urgently needed, and meetings have
been arranged with those co-ordinating major trials to look at
the possibility of a national collaborative study. The news
bulletin emphasises the importance of obtaining oestrogen
receptor assays in all breast cancers, a task which few labora-
tories in Britain are able reliably to perform. It also gives
future plans for the assessment of the morbidity from chemo-
therapy and radiotherapy.
Much of the bulletin is taken up with a review of existing

trials, which is a sequel to the paper published in the BMJ.3
Many of the smaller studies then reported have now been
discontinued. Currently, in Britain there are 3791 patients in
trials still in progress and 11 571 being followed up in closed
trials. Even though this is a small proportion of the total
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